estimated that sensitivity ranged from 53.5 to 77%.
2,3
Both are lower than the sensitivity of rapid diagnostic kits for seasonal influenza（80 to 90%). We divided patients into the following groups: Ⅰ-A, influenza follicles on initial evaluation; Ⅰ-B, influenza follicles on follow-up evaluation and diagnosis of type A influenza on rapid diagnostic testing;
and, Ⅱ, no influenza follicles on initial evaluation and negative for type A influenza on rapid testing.
For influenza antigen detection, we used an influenza antigen rapid diagnostic kit（BD Flu Examen, Nippon Becton, Dickinson and Co.）with nasal swab samples.
All patients were followed until recovery; they were examined by two clinicians（AM and SW）a maximum of four times over a period of up to 6 days at our clinic.
Inter-observer reliability was demonstrated using 
Statistical analysis
Values are shown as mean±SD and median. Sensitivity, specificity, positive predictive value, and negative predictive value were calculated to evaluate the diagnostic accuracy of the presence of influenza follicles as a sign of novel influenza（AM and WS analyzed the data). Inter-observer reliability was assessed using the kappa（k）static with significance level p＜0.001 with SPSS（ver. 18）software.
RESULTS

Novel influenza
Among the 87 patients encountered during the early stages of the epidemic, 22 were in group Ⅰ-A, 1 Diagnosis of Seasonal and Novel Influenza from Pharyngeal Follicles -53 -was in group Ⅰ-B, and 64 were in group Ⅱ. Among the 23 patients in group Ⅰ（A and B), 4 were male and 19 were female. The mean age was 15±6.7 years （range, 7 to 39 years; median, 14 years). Mean duration from symptom onset to evaluation was 7.8± 5.3 h（range, 3 to 20 h; median, 5 h). Mean maximum temperature until evaluation was 38.6±0.7℃（range, 37 to 39.6℃; median, 38.9℃).
Among 4 patients in group Ⅰ who were followed up because they had influenza follicles on initial evaluation despite negative results for type A on influenza rapid testing, 3 were determined to be type Apositive upon diagnostic testing in day 2, and 1 was found to be type A-positive in day 3.
Regarding the 1 patient in group Ⅰ-B, who had no influenza follicles on initial evaluation but who was later diagnosed with type A, the follicles appeared on day 6 after initial evaluation, and rapid diagnostic testing at that time was positive for type A influenza.
Among 64 patients in group Ⅱ without influenza follicles, none were positive for type A on rapid testing. Among the 64 patients in group Ⅱ, 29 were male and 35 were female. Mean age was 18.7±14.8 years（range, 3 to 47 years; median, 14 years). Mean duration from symptom onset to evaluation was 13.9 ±5.8 h（range, 3 to 33 h; median, 13 h). Mean maximum temperature until evaluation was 38.3± 0.5℃（range, 37.5 to 40.1℃; median, 38.2℃).
Hence, of the limited cases available, 23 patients showed influenza follicles, among whom 21 were diagnosed with novel influenza. The frequency of ／ influenza follicles on initial evaluation was 20／21 （95.2%） （in 1 patient in group Ⅰ-B, influenza follicles appeared on day 6; the patient became type A positive on the same day). The specificity was ／ therefore 21／23（91.3%).
Of special note is that among the 20 type A influenza patients with influenza follicles on initial evaluation, rapid diagnostic testing on initial evaluation was positive in 16（80%). In contrast, the frequency of influenza follicles at initial evaluation was ／ 20／21（95.2%). Thus, the number of cases missed as rapid test negativewas greatly reduced.
Therefore, in the diagnosis of type A influenza among patients positive for type A influenza on rapid testing, all had influenza follicles, giving a sensitivity of 100%. In addition, when no influenza follicles were present during the clinical course, the specificity for ruling out influenza was 97%. Positive predictive value was 91% and negative predictive value was 100%. 
Diagnostic criteria for influenza follicles
Exclusion criteria for influenza follicles
In upper respiratory tract infections, isolated lymph follicles of the pharynx are common. 
Morphological classification of influenza follicles
Using a system of inclusion and exclusion criteria, we made the following morphological classification of influenza follicles. Pharyngeal findings in the same patient on initial evaluation（Panel C）and on day 3（Panel D). The influenza follicles（IF）are flattened, have a broader base, and are cloudy. Panels E and F show follicles in a febrile disease that is not influenza. The follicles are polymorphic or similar to aggregated small nodules. Even those that are round or rice grain-shaped and resemble influenza follicles are usually not redder than the surrounding pharyngeal mucosa. Single light source white LED with wide illumination：the subject was aware of glare（Panel A). Single light source LED with narrow illumination：there is sufficient illumination to inspect the posterior pharyngeal wall（Panel B). LED with 4 lights：there is high illumination, but because of the absence of shading, the solid appearance of the small influenza follicles is missed（Panel C). Bluish LED light：the redder appearance of the influenza follicles in contrast to the surrounding pharyngeal mucosa is missed （Panel D). Conventional older penlight：the redder appearance of the influenza follicles in contrast to the surrounding mucosa is concealed（Panel E).
1) Definitive influenza follicles
Figure 4. Morphological classification of influenza follicles. 1）Definitive influenza follicles（Panels A-B). 2）Probable influenza follicles（Panels C-D). 3）Uncertain influenza follicles（Panels E-F).
0.001).
Of the limited cases examined to date, the incidence 
Pathophysiology of the special features of influenza follicles
Isolated lymph follicles in the posterior pharyngeal wall are part of the Waldyer throat ring. 14, 15 The lymph follicle is filled with a lymph plasma-rich matrix. Lymph plasma coagulation leads to fibrin deposition, and the fibrin is dissolved as fibrinogen in lymph plasma. 16 Thus, the surface of the newly established follicles has a characteristic tense, shiny, and translucent appearance. Within a few days, the surface tension dissipates, the luster is lost, and there is a slight atrophy and loss of translucency.
DISCUSSION
More than 900 studies on the diagnostic performance of clinical signs and symptoms in predicting influenza infection have been published. 17 Call et al reviewed 6 major studies including 7105 patients with high-grade levels of evidence（Grade of Evidence A and B. 18, 19, 20, 21, 22, 23, 24 In this review, the sensitivity, 
